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Introduction was placed proximal to the crossover graft with relief
of his claudication (Fig. 1).
It is well recognised that surgical procedures where The colorectal operation was performed with the
patient in the Lloyd–Davies position for seven hours.the lower limbs are elevated for prolonged periods
of time, particularly the Lloyd–Davis position with Post-operatively his feet were noted to be cool with
absent pulses but this was initially attributed to post-Trendelenberg, can result in intraoperative lower limb
ischaemia.1 This can result in the development of a operative hypotension. Eight hours later the patient
complained of severe bilateral calf pain and a vascularcompartment syndrome post-operatively. Pelvic sur-
gery is especially likely to result in compartment syn- opinion was sought. On examination, both calves were
tense and tender, with pain on passive dorsiflexion.drome, partly because of the head-down tilt which
had been shown to reduce Doppler ankle artery pres- Compartment pressures were elevated to 110 mmHg
on the left and 69 mmHg on the right and he underwentsures, but also because of the prolonged nature of the
surgery.2 Prompt fasciotomy is required to relieve the bilateral fasciotomies, however both lower legs re-
mained ischaemic.condition.2
We describe such a case in a known arteriopath. A duplex scan showed monophasic flow in both
common femoral arteries and it was felt that his ilio-Limb ischaemia was initially thought to be due to
femoral bypass and the donor left iliac artery hadcompartment syndrome but was actually due to crush-
probably thrombosed intra-operatively. Angiographying of an iliac stent during pelvic surgery.
confirmed occlusion of the graft and the donor left
external iliac artery (Fig. 2). The occlusion could not
be passed with a guide wire, which precluded en-
Case Report dovascular treatment. Anatomic surgical re-
construction was felt to be inadvisable because of the
A fifty-four-year-old man underwent a restorative recent pelvic surgery and ileostomy. A left axillo-
proctocolectomy with formation of a pelvic J-pouch bifemoral bypass with a Rifampicin gelatin-soaked
and covering loop ileostomy for ulcerative colitis. Five graft was performed, together with debridement of
years previously he had undergone a left-to-right ilio- both fasciotomy wounds because of necrotic muscle.
femoral bypass with a PTFE graft for severe in- Broad-spectrum antibiotics were administered post
termittent claudication. Two years later, he required operatively.
stenting of a left external iliac artery stenosis which Four weeks later he developed discomfort and in-
was causing recurrent claudication. A Palmaz stent flammation of the lower abdomen over the graft and
became pyrexial with discharge of pus from the left
groin wound. Exploration of the left groin revealed a
∗ Please address all correspondence to: J. D. Beard, Sheffield Vascular sinus containing pus in direct communication withInstitute, Northern General Hospital, Herries Road, Sheffield S5
7AU, U.K. the graft and two Redivac drains were inserted for
1078–5884/01/060564+03 $35.00/0  2001 Harcourt Publishers Ltd.
Arterial Graft Occlusion 565
Fig. 1. Arteriogram demonstrating a stenosis of the left external iliac artery proximal to the left to right iliofemoral crossover graft (a),
and after successful placement of a Palmaz stent (b).
Fig. 2. Arteriogram showing occlusion of the donor left iliac artery and crossover graft (a), crushed Palmaz stent removed at the time of
left iliac endarterectomy (b).
antibiotic irrigation with gentamicin. However, leak- completely crushed (Fig. 3), presumably as a result of
compression during the colorectal operation. The oldage of pus containing Gram-negative bacilli from the
right groin wound several days later necessitated re- PTFE crossover graft was also removed.
moval of the infected graft.
Further vascular reconstruction involved a left ex-
ternal iliac endarterectomy via a retroperitoneal ap-
proach, vein patch repair of the left common femoral Discussion
artery and a left-right ilio-profunda bypass using long
saphenous vein. The Palmaz stent was recovered from We have described an unusual complication of pelvic
surgery in a patient with a Palmaz stent in the externalthe left external iliac artery and was found to be
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iliac artery. Data suggests that placement of such stents exploring the pelvis and positioning retractors during
in the iliac arteries is a safe and effective treatment.3,4 surgery.
Palmaz stents are no longer used in arteries that might
be compressed such as the carotid because they possess
no radial force.5 However, compression in the pelvis
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